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CLITY OF HOLLISTER
SUPERVISOR™S ACCTIDENT REPORT FOR WORKER'S COMPENSATION CLATMS
Employes Name Job Tife
Dept. Supervisor
Date of Injury Tene of Injury
Tirme shrt started am A

Address of Injury

¥hat was emploves doimg at e of injuny

Did Employes iose at least one full day of woek?

Date Last Workad Bie Retumed

Check Box if SHROff Werk 7T Was Enpdoyee pad a2 Rl days wages on inry date?

Mame & Address of Physican if Emplovee was freated

Accident Caiges Unsafe Corditien [ Unsafa det Tl Pace supagir

Comective Action Eaen

Lisi equipmert, materials or chemitals empioyes was Using wiien iniury ceoumad

Wiinesses

Bescribe Acoider, (How did accidentiliness ocgur)

Siqnature of Supensdear

Sue 20 Superidser e 5Tl o i Curn GORIPEIL T HO0 S lTE A BE Dy Sl G ArsR Lingl,

i i e Zngliic s fdait (o7 WOrkens | Luii st SehuTite, The JW L G sarm SILA L 3 conipoies by

Ll Sl s e IS

dnay YLD o L - jueism, |

;umi
i

Tl



